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Abstract 

Chronic diseases account for the majority of deaths and healthcare expenditures in the 

United States. Many of these conditions are preventable or can be managed through lifestyle 

modifications such as healthy eating and physical activity. Due to the strong relationship 

between diet and chronic disease, food-based healthcare interventions, commonly referred to as 

Food is Medicine programs, have gained increasing attention as strategies for prevention and 

disease management. Literature suggests that these interventions can improve dietary behaviors 

and health outcomes, including increased fruit and vegetable consumption and improvements in 

biometric markers such as hemoglobin A1c and blood pressure. The purpose of this integrated 

learning experience was to analyze baseline survey data from a national Food is Medicine 

program and translate the findings into site-specific program summaries for participating food 

banks. The project aimed to support data transparency and strengthen reciprocal relationships 

between evaluators and community-based organizations. Activities included the development of 

a process map to guide project planning, descriptive statistical analysis of over 3,000 baseline 

surveys using statistical software, the creation of twenty tailored program one-pagers, and 

collaboration with multi-sector stakeholders through my role as a Research Associate at the 

Center for Nutrition & Health Impact. Baseline findings indicated high levels of food insecurity 

and chronic disease among participants, along with limited fruit and vegetable consumption and 

significant healthcare utilization. These results reinforce existing evidence linking food 

insecurity, dietary patterns, and chronic disease. In addition to contributing to the evaluation of a 

national Food is Medicine initiative, this project provided insights into the role of health 

communication, cross-sector collaboration, and data transparency in public health program 

evaluation. Findings highlight the importance of reciprocal evaluation practices that return 

actionable data to community-based organizations implementing Food is Medicine programs. 
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Chapter 1: Literature Review 

The United States’ Chronic Disease Burden 

As defined by the Centers for Disease Control and Prevention (CDC), a chronic disease is a 

condition that lasts one year or longer and requires ongoing medical treatment and/or restricts 

activities of daily living. In the United States, the most prevalent chronic diseases include 

cardiovascular disease, metabolic conditions such as diabetes and obesity, and cancer. 

Cardiovascular disease alone affects nearly half of U.S. adults over the age of 20, comprising 

conditions such as hypertension, stroke, and heart failure (Schwartz et al., 2025). Chronic disease 

accounts for the majority of leading causes of death nationwide and are responsible for 

approximately 90% of U.S. healthcare costs (Hacker, 2024; Volpp et al., 2023). Despite 

spending more per capita on healthcare than any other high-income country, the United States 

consistently ranks last on key health outcomes, demonstrating the inefficiency of a system 

oriented toward treatment rather than prevention (Schwartz et al., 2025). 

A notable feature of chronic disease is that one’s risk in developing it can be reduced through 

lifestyle changes, such as increased physical activity and proper nutrition. Nevertheless, 

prevention remains underemphasized in the U.S. healthcare system: less than 3% of total 

healthcare spending is on prevention efforts and public health initiatives (Hacker, 2024). Poor 

nutrition is an especially important risk factor contributing to more than $1 trillion in healthcare 

costs and over 600,000 deaths each year in the United States (Ridberg et al., 2025). Dietary 

patterns among U.S. adults deviate substantially from national recommendations, with 

approximately 90% failing to consume the daily recommended servings of fruits and vegetables 

outlined in the 2020-2025 Dietary Guidelines for Americans. In addition, consumption of foods 

high in calories, sodium, and saturated fats exceeds recommended levels (Schwartz et al., 2025). 

Despite advances in treatment, the prevalence of diet-related chronic diseases such as diabetes 
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and obesity continues to rise, suggesting that downstream efforts alone are insufficient in curbing 

disease incidence. 

Traditionally, nutrition has been framed as an individual responsibility. However, the 

increasing burden of diet-related chronic disease reflects broader structural and systemic 

influences within the U.S. food system. The contemporary food environment is shaped by 

economic incentives favoring low-cost, shelf-stable products, ultimately resulting in the 

widespread production and consumption of ultra-processed foods created with inexpensive 

ingredients (Baker et al., 2020). While these foods may appear affordable at first, their long-term 

health consequences significantly contribute to healthcare costs (Volpp et al., 2023). 

Additionally, food policy and availability are heavily influenced by power dynamics within the 

agricultural and food industries, including lobbying efforts that shape production priorities and 

food regulation protocol (Sievert et al., 2020). Beyond the food system itself, structural 

inequities across housing, employment, and other social institutions disproportionately impact 

marginalized communities, increasing exposure to financial instability, food insecurity, and other 

experiences that undermine healthy eating habits. Therefore, as chronic disease prevalence and 

its associated healthcare costs continue to rise, attention has begun to shift to upstream drivers of 

health, such as access to nutritious food. 

The Role of Food and Nutrition Insecurity in Chronic Disease 

 Food insecurity and nutrition insecurity are distinct but related constructs that measure 

different dimensions of food access and dietary quality. Food insecurity, as defined by the United 

States Department of Agriculture (USDA), refers to the “limited or uncertain availability of 

nutritionally adequate and safe foods or limited or uncertain ability to acquire acceptable foods in 

socially acceptable ways” (Brandt et al., 2023). Importantly, food security does not necessarily 
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imply access to foods of high nutritional value. Therefore, nutrition security has emerged as a 

complementary concept with a proposed definition of “consistent access, availability, and 

affordability of foods and beverages that promote well-being and prevent and if needed, treat 

disease” (Brandt et al., 2023). Distinguishing between food insecurity and nutrition insecurity 

has become increasingly important as ultra-processed foods comprise a growing portion of the 

U.S. food supply. In 2023, for example, 13.5% of American households were food insecure, yet 

90% of Americans had suboptimal nutrition (USDA Economic Research Service, 2023; Brandt 

et al., 2023). This contradiction demonstrates that factors of the U.S. food system, beyond food 

availability, shape dietary behaviors and health outcomes. 

 A substantial body of literature has documented associations between food and nutrition 

insecurity and chronic disease. Individuals who have experienced food insecurity are at elevated 

risk of obesity, insulin resistance, and poor glycemic control later in life (Brandt et al., 2023). 

Evidence from a nationally representative survey of U.S. adults aged 50-60 conducted in 2020 

found that 14% met the criteria for food insecurity; among these individuals more than half 

reported living with two or more chronic conditions. Food insecure respondents were 

significantly more likely than their food secure counterparts to suffer from respiratory disease, 

chronic pain, metabolic disease, or sleep disorders and to self-report their health status as either 

fair or poor (Leung et al., 2020).  

The relationship between food and nutrition insecurity and health outcomes is further 

demonstrated through federal food assistance programs such as the Supplemental Nutrition 

Assistance Program (SNAP; formerly known as food stamps) and the Special Supplemental 

Nutrition Program for Women, Infants, and Children (WIC). While both programs serve to 

reduce food insecurity in the U.S., WIC places greater emphasis on nutrition security by ensuring 
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access to nutritionally appropriate foods for pregnant individuals, infants, and children. 

Participation in SNAP and WIC has been associated with improvements in food security and 

reductions in healthcare costs, likely due to improvements in diet quality and related health 

outcomes (Brandt et al., 2023). Conversely, evidence suggests individuals with chronic disease 

are more likely to experience food insecurity than those without. For example, nearly half of 

U.S. adults with hypertension were eligible for SNAP and WIC based on income between 2017 

and 2020 (Schwartz et al., 2025).  

 Despite strong evidence linking food and nutrition insecurity to chronic disease, the 

healthcare response has been limited. This gap may reflect structural features of the U.S. 

healthcare system, such as the longstanding emphasis on treatment rather than prevention and 

limited integration of nutrition into clinical training and education. Although prevention has the 

potential to reduce both the human and economic costs associated with chronic disease, less than 

3% of the total healthcare budget in the U.S. is allocated to preventive services. Nutrition-

focused prevention efforts face additional barriers, such as inadequate clinician training and low 

confidence in delivering dietary counseling. The American Heart Association reports that more 

than 70% of U.S. medical schools provide fewer than the recommended minimum of 25 hours of 

nutrition education, and only 14% of primary care interns and residents report confidence in their 

ability to counsel patients on diet (Aspry et al., 2018). These gaps in training are realized in 

clinical practice: a 2023 national survey of over 3,000 U.S. adults found that fewer than half 

reported receiving nutrition-related counseling or screening for food insecurity from their 

primary care providers, despite their strong support for clinician involvement in promoting 

healthy eating (Ridberg et al., 2025). Both emerging findings regarding the link between food 

and nutrition insecurity and chronic disease and public support for dietary healthcare have 
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catalyzed interest in novel healthcare-based strategies for addressing nutrition. One increasingly 

popular and promising approach is Food is Medicine. 

The Origin and History of Food is Medicine 

 At its core, Food is Medicine (FIM), also referred to as Food as Medicine (FAM), 

represents a series of strategies and interventions that use nutritious food to prevent, manage, or 

treat chronic disease. While food has long been used for healing throughout history, the modern 

FIM movement emerged in response to gaps in traditional healthcare, particularly among 

populations facing barriers to adequate nutrition. Early examples of FIM can be traced to the 

1960s, when Dr. Jack Geiger began prescribing food to his malnourished patients while working 

at a community health center in Mississippi. When questioned by state officials about this 

approach, Dr. Geiger responded, “The last time I looked at my textbooks, the most specific 

therapy for malnutrition was food” (Volpp et al., 2023). This approach of framing food as a 

medical treatment reemerged during the HIV/AIDS epidemic of the 1980s, when community-

based organizations (CBOs)—nonprofit entities that offer services to support community 

members’ needs, often acting as a social safety net—began providing medically tailored meals to 

individuals experiencing disease-related malnutrition. At the time, many people living with 

HIV/AIDS were unable to meet their nutritional needs due to illness, stigma, and poverty (Volpp 

et al., 2023). CBOs such as Project Angel Food continue to play a central role in FIM efforts 

today, highlighting the movement’s roots in community-led responses to unmet health needs. 

 While early FIM efforts arose largely in response to acute nutritional need and gaps in 

traditional healthcare, the contemporary movement represents a shift toward embedding 

nutritious food-based interventions within the healthcare system. Recently, FIM has grown from 

primarily CBO-led responses to malnutrition into a formal strategy for chronic disease 
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prevention and management. This reflects increasing awareness of the role that diet plays in 

driving health outcomes. This shift has been driven by growing rates of diet-related chronic 

disease, higher healthcare costs, and more discussion about food and nutrition as critical 

determinants of health. 

 There is increasing demand by healthcare and public health institutions for a standardized 

FIM definition. In response, the American Heart Association has defined FIM as the “provision 

of healthy food resources to prevent, manage, or treat specific clinical conditions in coordination 

with the health care sector” (Volpp et al., 2023). Across the literature base, consensus definitions 

of FIM seem to highlight three key components: the provision of nutritious food, a focus on 

specific diet-related conditions, and coordination with healthcare systems. These elements work 

together to position FIM as both a preventive and medical approach that surpasses nutrition 

education or dietary advice alone, addressing the structural barriers to accessing the foods 

necessary for chronic disease treatment and prevention. 

Food is Medicine Models 

 FIM is comprised of a range of intervention models that vary in intensity, delivery, and 

target population but share the common goal of improving health outcomes through the 

consumption of nutritious food. These interventions are most commonly designed for individuals 

with diet-related chronic disease, although sometimes include food insecurity as an eligibility 

requirement (Mozaffarian et al., 2022; Volpp et al., 2023). While program implementation varies 

across settings, FIM interventions are largely categorized into three core types: medically 

tailored meals, medically tailored groceries, and produce prescriptions (See Figure 1.1; 

Mozaffarian et al., 2022; Volpp et al., 2023).  
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Figure 1.1 Food is Medicine Pyramid 

 

Source: Tufts University Food is Medicine Institute, August 2023 FIM Fact Sheet 

Medically tailored meals (MTM) represent the most intensive type of FIM intervention; 

MTM are fully prepared meals (either fresh or frozen) designed to meet the specific dietary 

requirements of individuals with severe and/or complicated chronic conditions, such as renal 

disease or certain forms of cardiovascular disease. These meals are prepared using medical 

culinary guidelines and are tailored to an individual’s clinical diagnoses and possible dietary 

restrictions (Mozaffarian et al., 2022). MTM programs typically target patients with the highest 

clinical and food assistance needs, frequently timed with hospital discharges (Volpp et al., 2023). 

Medically tailored groceries (MTG), on the other hand, are a less intensive approach that is more 

easily customizable. Rather than providing prepared meals, patients receive nutrient-dense food 

items such as fresh produce to improve fruit and vegetable consumption, supporting chronic 

disease management. This approach offers more patient choice, as it allows greater versatility in 

food provision and patients are able to prepare their meals independently. These programs are 
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often accompanied by supplemental nutrition education classes or materials. Compared with 

MTM, MTG can be less resource-intensive and easier to scale; however, it is important to keep 

in mind that they require more effort from patients in regard to having the time, equipment, and 

skills necessary to prepare food. Finally, produce prescription (PRx) programs provide patients 

with a “cashlike” incentive, such as vouchers, tokens, or debit-style cards to redeem fruits and 

vegetables from a variety of food vendors either in person or online (Mozaffarian et al., 2022; 

Volpp et al., 2023). Patients can present their cashlike benefit to redeem either produce or other 

nutritious food items. One popular method for this type of benefit is tokens that are used at local 

farmer's markets, supporting both patient redemption of healthy foods and local food producers 

and agriculturalists. These programs are commonly referred to as the least intensive but do 

require significant planning for implementation as they rely on partnerships for food provision 

and technical support for client tracking. 

FIM programs often incorporate nutrition education and counseling as a supplementary 

service (see Figure 1.1). These resources aim to approve food and cooking literacy within 

patients as well as support sustained behavior change through peer support in group settings 

(Mozaffarian et al., 2022). While literature suggests that nutrition education can strengthen the 

effectiveness of FIM programs at improving health outcomes (cite incoming publication from 

FAM3), some studies state that education alone is insufficient in significantly improving health 

outcomes, especially when individuals lack consistent access to healthy food. Beyond 

intervention types, there are a few other modalities of food provision and access to healthy food 

that bolster FIM work. For example, federal nutrition programs such as SNAP and WIC, which 

largely work to improve food security, synergize well with FIM’s goal of increasing access to 

healthy food and offer baseline for implementation. Additionally, WIC is an important 
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predecessor to FIM, leading the way for nutrition initiatives that require collaboration from the 

healthcare system through referrals. Finally, population-level food and nutrition policies and 

programs lay the groundwork for interventions like FIM. Large systems-wide tactics are 

imperative to support nutrition programs at a national level, allowing for the implementation of 

programs that include initiatives like FIM (Mozaffarian et al., 2022). 

Food is Medicine Literature: Where We Are Now 

There is a growing body of evidence examining the effectiveness of FIM interventions in 

improving food access, diet quality, and health outcomes among individuals with diet-related 

chronic disease. Much of the existing research focuses on outcomes such as food security, 

dietary intake, healthcare costs, and clinical indicators such as A1c and blood pressure. While the 

literature base overall is still expanding, the latest findings suggest that FIM interventions can 

offer significant benefits for individuals facing chronic disease and food insecurity. For example, 

a recent systematic review of MTM programs found that participants were significantly more 

compliant with dietary changes suggested by their healthcare provider compared to patients not 

in these programs. With increased adherence to dietary change, patients were more likely to 

experience improvements in health outcomes, such as reduced A1c values, lower blood pressure, 

and weight loss (Chen et al., 2022). Beyond patient-specific improvements, FIM interventions 

such as MTM may have major implications on the healthcare system itself. Results from the 

systematic review showed that resource and healthcare utilization could be drastically reduced 

from the clinical improvement demonstrated by participants; these improvements could 

potentially result in decreased hospitalization costs by $1-8B, fewer hospital admissions, and 

shorter length of stays saving upward of $230,000 per 100 patients. From the decrease in A1c 

alone, the U.S. could save $11-20 billion in healthcare costs (Chen et al., 2022). 
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Despite these promising results, FIM literature is characterized by multiple methodological 

limitations. Many studies rely on self-reported data, include small sample sizes, and evaluate 

short-term outcomes. Additionally, heterogeneity in intervention type, eligibility criteria, and 

program intensity complicates cross-study comparison and limits generalizability. Evidence on 

long-term health outcomes and sustained cost savings remains limited, highlighting the need for 

standardized implementation practices and evaluation frameworks as FIM interventions continue 

to grow across the country (Volpp et al., 2023).  

Public Perception and Awareness of Food is Medicine 

While clinical and financial outcomes are important in evaluating FIM interventions, broader 

adoption also depends on public awareness and support for integrating food into healthcare. 

Ultimately, public perception influences policy decisions, payor participation, and broader 

acceptance of food-based health interventions. Recent national survey data suggests growing 

public awareness and support for FIM. In a 2025 article examining public attitudes and 

awareness of FIM, findings show that despite limited initial awareness of the interventions, the 

public overwhelmingly supports food-based treatments for chronic disease prevention and 

management (Ridberg et al., 2025). Respondents also expressed a willingness to support both 

public and private investment in FIM programs through insurance companies and public 

insurance programs such as Medicaid and Medicare. While respondents expressed the 

importance of nutritious food in maintaining one’s health, less than half reported receiving clear 

dietary advice from their primary care provider, and even fewer reported seeing a registered 

dietitian (16.8%; Ridberg et al., 2025). These findings suggest that FIM interventions are not 

only clinically promising but also considered socially acceptable, which incentivizes policy and 

healthcare system adoption.  
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Food is Medicine in Practice 

Beyond public awareness and support, the expansion and widespread adoption of FIM 

ultimately hinges on the translation of food-based interventions into practical and scalable 

healthcare delivery models. Recently, FIM has begun to transition from pilot interventions to 

formal healthcare and policy initiatives, particularly through Medicaid and other federal 

programs. States have leveraged Medicaid Section 1115 waivers to test innovative approaches 

that address social determinants of health, including nutrition supports such as FIM 

interventions. 1115 waivers allow states to implement short-term demonstrations not normally 

covered by traditional Medicaid in order to assess new models of healthcare delivery. In contrast, 

In Lieu of Services (ILOS) allow Medicaid managed care organizations (MCOs) to provide 

novel services as substitutes for covered services when they are expected to prove cost-effective 

and improve health outcomes. Unlike 1115 waivers, ILOS can be incorporated into managed 

care contracts and leverage the administrative functions of MCOs for rapid scaling. 

In parallel to Medicaid mechanisms, federal nutrition policies have supported national FIM 

interventions. The USDA’s Gus Schumacher Nutrition Incentive Program (GusNIP) provides 

funding to increase fruit and vegetable consumption low-income populations through nutrition 

incentive programs and produce prescriptions. Although GusNIP operates outside the healthcare 

reimbursement system, it has played a pivotal role in expanding FIM nationwide and has 

informed the design of produce prescription models embedded in healthcare. Together, these 

policy mechanisms demonstrate the variety of pathways through which FIM has begun to move 

from community-based pilots to system-level implementation.  

Despite this growing policy support, sustainable financing and reimbursement remain key 

challenges for FIM implementation. Many programs rely on short-term grants and philanthropic 

funding, which limits scalability and long-term sustainability. Variability in state Medicaid 
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policies and managed care processes further contribute to inconsistent access to FIM services. As 

these interventions become more integrated within healthcare systems, questions regarding cost-

effectiveness and return on investment have become increasingly prevalent. These financial and 

policy constraints have also shaped broader debates about how FIM should be conceptualized, 

which has raised important questions about whether FIM is best framed as medical treatment, an 

extension of the social safety net, or both. 

Academic discourse regarding how FIM should be framed has intensified due to the growth 

of these interventions. A growing body of research asserts that FIM is intended to function, at its 

core, as a clinical intervention designed to prevent or treat chronic disease rather than as a 

supplement to food and nutrition assistance programs (Schwartz et al., 2025). From this 

perspective, researchers argue that clearly distinguishing FIM from the social safety net is 

essential for securing healthcare reimbursement and obtaining political and financial support. On 

the other hand, some researchers and practitioners have raised the concern that medicalizing food 

access puts disproportionate burden on CBOs, which have historically served as the backbone for 

food assistance efforts (Lumpkin et al., 2025). Some warn that FIM interventions rely too 

heavily on the infrastructure, labor, and community trust of CBOs without providing appropriate 

reimbursement or capacity-building support. This threatens the sustainability of the very 

organizations tasked with implementing these interventions (Lumpkin et al., 2025). From this 

perspective, framing food as a medical treatment may diminish its function as a basic human 

right and weaken the social safety net if FIM programs supplant, rather than support, food 

assistance initiatives. 

This discourse highlights an ongoing tension at the core of FIM implementation: balancing 

the medical legitimacy of these strategies and scalability afforded by healthcare integration with 
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community-centered approaches that recognize food access as a determinant of health and a 

human right. This tension is particularly felt by CBOs such as food banks, which are increasingly 

being called upon to deliver FIM interventions. As FIM continues to expand, food banks are 

tasked with more formal roles within healthcare partnerships to provide medically tailored food, 

coordinate referrals, and support patients with wraparound services, often without guidance on 

financing and operations support. This comes at an increasingly turbulent time for food banks, 

who have experienced severe funding cuts during the second Trump administration (Bloom, 

2025). Navigating this complex role as a main provider of FIM services has significant 

implications for reimbursement, CBO sustainability, and the long-term framing of FIM within 

U.S. health policy, ultimately highlighting the importance of evaluating structured clinic-food 

bank partnerships such as the Food as Medicine 3.0 (FAM3) program. 

Food as Medicine 3.0 Grant Program 

 FAM3 is the third phase of a multi-year FIM initiative led by Feeding America, the 

country’s largest hunger relief organization. In 2019, Feeding America and Elevance Health 

Foundation, the philanthropic arm of the insurance provider, launched their Food as Medicine 

partnership to support healthcare organizations in screening for food insecurity and connecting 

patients to food assistance resources. Central to this effort has been the development of formal 

partnerships between food banks and healthcare providers across the country, positioning food 

banks as key CBOs in the delivery of FIM interventions. 

Through consecutive program phases, the partnerships have supported a range of clinic-

community integration strategies, such as the establishment of food pantries within hospitals and 

clinics, home delivery of medically tailored foods, nutrition education programming, and 

produce prescription initiatives. FAM3 has expanded these efforts by funding over twenty food 
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banks from the Feeding America network to implement FIM across 13 states and Washington, 

D.C. Collectively, participating food banks and healthcare partners have screened more than one 

million people for food insecurity, provided medically tailored food to over 160,000 patients, and 

assisted more than 35,000 individuals with enrollment in SNAP as of early 2026. Due to its reach 

and scale of implementation, FAM3 represents one of the largest coordinated FIM initiatives in 

the United States. According to Feeding America, the program constitutes the largest evaluation 

of a nationwide FIM effort to date. To support the rigorous evaluation of program 

implementation and outcomes, Feeding America partnered with the Center for Nutrition & 

Health Impact (CNHI) to lead the evaluation process. 

The Center for Nutrition & Health Impact 

 CNHI is a nonprofit research institute specializing in the evaluation of public health 

programs, with a particular focus on nutrition and physical activity. Founded in 1973 as the 

Swanson Center for Nutrition, Inc., CNHI has more than five decades of experience providing 

scientific and evaluation expertise to partners across the United States. The Center’s work is 

guided by a vision of nutrition security and health equity for all. With a fully remote staff of over 

60, CNHI maintains a strong national presence and boasts a diverse portfolio of nutrition 

initiatives. Currently, the Center serves as the evaluation partner for numerous large-scale public 

health programs across the country, including the USDA National Institute of Food & 

Agriculture (NIFA)’s Gus Schumacher Nutrition Incentive Program (GusNIP), the WIC Online 

Ordering Initiative, and multiple FIM programs in collaboration with national partners such as 

the American Heart Association, Feeding America, and the Rockefeller Foundation.  

 As a Research Associate at the Center, I support program evaluation activities including 

data collection, data management, quantitative and qualitative analysis, and manuscript 
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development. Since joining CNHI in 2024, I have contributed to several FIM projects, including 

Linking Programmatic and Contextual Factors with Improved FIM Engagement Across the U.S. 

(in partnership with the American Heart Association), Food is Medicine Impact Monitoring, 

Evaluation, and Learning (with the Rockefeller Foundation), and Food as Medicine 3.0 (FAM3) 

Evaluation: Assessment of Longitudinal Impacts and Implementation Best Practices (with 

Feeding America and the Elevance Health Foundation).  

The FAM3 evaluation is supported by a multidisciplinary team of more than ten researchers 

who have contributed to the project since 2023. The evaluation is led by Dr. Eric Calloway and 

Dr. Christopher Long, who serve as the primary investigators. Additional team members 

contributing to the design, implementation, and analysis of the evaluation include Dr. Bailey 

Houghtaling, Dr. Betsy Anderson Steeves, Dr. Eliza Short, Dr. Victoria Zigmont, Nicole Cawrse, 

Ashleigh Floyd Clark, Clare Milburn Atkinson, Maryan Isack, Laura Flournoy, Grace Stott, 

Sueny Paloma Lima Dos Santos, and myself, Gabrielle Talavera. My Applied Practice 

Experience for the Master of Public Health program has been supervised by Dr. Victoria 

Zigmont, a Health Services Research Scientist at the Center, who has served as my preceptor 

throughout the practicum period. Dr. Zigmont holds a Master of Public Health from Southern 

Connecticut State University and a PhD in Public Health (Epidemiology) from Ohio State 

University. She currently serves as an officer within the American Public Health Association 

Food and Nutrition Section and has authored more than forty peer-reviewed publications. 

My APE activities were designed to support the FAM3 evaluation by translating complex 

baseline data into program-specific insights for participating food banks. As part of the 

evaluation, baseline survey data were collected from over 2,500 participants across multiple 

sites, capturing information on dietary habits, health diagnoses, participation in public assistance 
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programs, quality of life measures, and other indicators relevant to food and nutrition insecurity 

and chronic disease. While this information was key to the overarching evaluation, there was 

also a recognized need to ensure that results were accessible and meaningful to food bank 

implementers who played a primary role in data collection and program implementation. 

The primary objective of my APE was to analyze the baseline survey data and develop 

tailored, site-specific program one-pagers that reflected the unique contexts and participant 

populations of each food bank. This process culminated in the creation of more than twenty 

individualized one-pagers, each synthesizing findings related to participant needs and program 

reach. The development of these deliverables was conducted collaboratively by meeting with 

food bank implementers and staff from the Feeding America national office to ensure that the 

one-pagers accurately reflected the needs of each food bank. The primary motivation for this 

work was to promote data transparency and reciprocity in the evaluation process. The food bank 

grantees invested substantial time and resources in collecting survey data, and the APE activities 

were intentionally structured to return value to these organizations. By providing clear, site-

specific summaries of baseline findings, the one-pagers offered food banks evidence of the needs 

their programs were addressing and the populations they were serving. In addition to supporting 

internal program reflection and learning, these materials were designed to function as valuable 

tools for external communication, including grant writing and fundraising efforts, ultimately 

contributing to the sustainability of these FIM programs beyond the grant period. 
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Chapter 2: Learning Objectives, Project Description, Methods 

 The overarching goal of this Applied Practical Experience (APE) was to translate 

baseline evaluation data from the FAM3 program into site-specific, actionable deliverables for 

participating food banks. This project sought to promote data transparency, support reciprocal 

engagement with community-based grantees, and develop a tool to assist food banks in 

conveying program need and impact for sustainability and fundraising efforts. This chapter 

outlines the specific learning objectives for this project and describes the methodological 

processes used to complete each objective. 

Learning Objectives 

1. Analyze baseline data from FAM3 surveys using statistical software to examine 

participant demographics, perceived health status, food insecurity, dietary behaviors, 

public assistance participation, healthcare utilization, and quality of life across sites. 

A total of 3,134 baseline surveys were included in the preliminary dataset. Surveys consisted 

of a standardized set of questions administered across all sites, supplemented in some cases by 

site-specific items requested by food bank grantees. The standardized survey consisted of the 

following measures: participant demographics, chronic health conditions, self-reported health 

status, healthcare utilization and access, participation in public assistance programs, dietary 

habits (including fruit and vegetable consumption), food insecurity, and quality of life. These 

survey items were adapted from validated tools, such as the Hunger Vital Sign screening 

instrument and the EQ-5D-5L quality of life measure. Once the data were ready, several 

measures were taken to clean and prepare the data for analysis. Surveys were excluded if they 

met defined exclusion criteria, such as “speeding” (defined as completion times below a 

threshold calculated using average adult reading times and survey word count), respondents 
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failing to meet program eligibility criteria, and duplicate survey submissions. Data were then 

compiled into a centralized Excel workbook with consistent variable naming conventions. 

Unique participant identifiers (PIDs) were used to facilitate tracking for follow-up. Data were 

then stratified by food bank and program site, if applicable. Descriptive statistical analyses were 

conducted using R and Stata. For categorical variables, frequencies and proportions were 

determined. For continuous variables, summary statistics were calculated. Analyses were 

conducted at the food bank level to produce site-specific summaries. No inferential statistical 

tests were performed as the purpose of this analysis was to characterize baseline participants. 

2. Interpret analysis outputs and translate findings into tailored, site-specific baseline 

program summaries. 

Following data analysis, key data were identified for inclusion in each food bank’s baseline 

one-pager. Selection of data was guided by its relevance to FAM3 program goals, site variability, 

and utility for communication and fundraising. Examples of highlighted indicators include 

chronic disease prevalence, frequency of emergency department visits and overnight hospital 

stays, baseline fruit and vegetable consumption, rates of public assistance utilization, and 

demographic characteristics, such as race, gender, and age group. A standardized template for 

the one-pagers was developed using Canva to ensure visual consistency across sites while 

allowing for the customization of data. Each one-pager included program overview and model 

summary, participant reach metrics (pulled from an existing dashboard), visualizations of survey 

findings, participant quotes (when applicable), and site-specific photos. 

3. Collaborate with food banks and Feeding America National Office (FANO) to collect and 

integrate feedback on draft baseline one-pagers. 



25 
 

Initial draft one-pagers were presented during the scheduled Summer 2025 Action Period 

(AP) meetings, which are attended by individual food bank grantees, the CNHI evaluation team, 

and FANO staff. These meetings are intended to be used as structured opportunities to discuss 

implementation progress, review program updates, and answer questions. Following the AP 

meetings, the one-pagers and documents overviewing supplementary data options were 

distributed via email for additional internal review by relevant food bank staff. Food banks were 

asked to request edits, alternate data selections, and clarification within an allotted review period.  

4. Revise baseline one-pagers based on feedback and disseminate final deliverables. 

Requested revisions were implemented in Canva, ensuring consistency across sites with the 

standardized template while also accommodating grantee preferences. All drafts required some 

level of editing due to template-level modifications (for example, funder acknowledgement 

language and explanatory footnotes) that were applied across all sites to maintain uniformity. 

Finalized baseline one-pagers were distributed via email to the food banks, and consent was 

requested for inclusion of finalized materials in this report; twelve food banks provided written 

approval. In total, twenty site-specific baseline one-pagers were produced and disseminated as 

part of this APE project. One food bank did not receive a baseline one-pager because it 

administered a site-specific survey focused on program satisfaction, designed to accommodate 

the vulnerability of its pediatric participants. 
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Chapter 3: Products & Results 

 Results from this APE were derived from three primary sources: (1) baseline survey 

analysis, (2) development of tailored one-pagers, and (3) reflection on the project planning and 

implementation process. Baseline survey findings characterize the participant population served 

by the FAM3 program. The one-pager development process provided practical insights into best 

practices for translating quantitative findings into audience-specific communication tools. 

Finally, retrospective assessment of project planning and implementation provided insights into 

stakeholder engagement and cross-sector coordination.  

Baseline Survey Results 

 Among the 3,000+ baseline survey respondents included in the analysis, 86% screened 

positive for food insecurity and 68% reported at least one diagnosed chronic condition. These 

findings are consistent with the intended population for FIM programming, which prioritizes 

individuals experiencing diet-related chronic disease and/or food insecurity. Demographic 

characteristics of participants are presented in Figure 3.1. Age distribution was relatively even, 

with approximately one-quarter of respondents in each defined age group. The majority of 

participants identified as women (73%) and 83% reported English as their primary language. 

Participants predominantly identified as Black or African American (38%), Hispanic or Latino 

(27%) or White or European American (26%). Slightly over half of respondents (53%) reported 

having children in their household. Public assistance participation varied across programs: 38% 

reported receiving SNAP benefits and 13% reported participation in WIC. More than half (56%) 

were enrolled in Medicaid and/or Medicare. Regarding health conditions, high blood pressure 

was the most common diagnosis (47%), followed by diabetes or pre-diabetes (38%), and high 

cholesterol (32%). 
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Demographic Percent (%) 
Age Group 
18-34 25% 
35-47 25% 
48-59 25% 
60-88 25% 
Gender Identity 
Man 26% 
Woman 73% 
Some other way 1% 
Language 
English 83% 
Spanish 16% 
Other 1% 
Race/Ethnicity 
Black or African American 38% 
Hispanic or Latino 27% 
White or European American 26% 
Multi-racial/ethnic 4% 
Asian or Asian American 2% 
American Indian or Alaskan Native 1% 
African < 1% 
Middle Eastern or North African < 1% 
Native Hawaiian or Pacific Islander < 1% 
Children in Household 
Yes 53% 
No 47% 
SNAP Recipient 
Yes 38% 
No 62% 
WIC Recipient 
Yes 13% 
No 87% 
Medicaid and/or Medicare Recipient 
Yes 56% 
No 44% 
Health Conditions 
High Blood Pressure 47% 
Diabetes/Pre-diabetes 38% 
High Cholesterol 32% 
Heart Disease 9% 
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Cancer 5% 
Kidney Disease 5% 
Stroke 4% 

  

 Forty-two percent of participants rated their overall health as ‘fair’ or ‘poor,’ as opposed 

to ‘good,’ ‘very good,’ or ‘excellent’ health. Healthcare utilization in the preceding three months 

was significant: approximately 40% reported at least one visit to the emergency room, and nearly 

one quarter required an overnight hospitalization. Despite high healthcare utilization, cost-related 

barriers to care were common. Twenty-six percent of participants reported delaying or skipping 

medical care and 25% went without necessary medication due to financial barriers. Dietary 

intake behaviors indicated limited adherence to national nutrition guidelines. Approximately 

two-thirds of respondents reported consuming vegetables either one to three times or not at all in 

the prior week. Similar findings were observed for fruit consumption, with 58% reporting intake 

one to three times per week or less.  

Development of Tailored One-Pagers 

 The development of site-specific baseline one-pagers required the application of health 

communication principles and collaboration across multiple stakeholder groups. The process was 

guided by best practices outlined in “Strategies for Effective Public Health Communication in a 

Complex Information Environment” (Niederdeppe et al., 2024) and the Centers for Medicare & 

Medicaid Services’ (CMS) “Guidelines for effective writing.” The development process was 

comprised of four core steps: (1) identification of the intended audience, (2) selection of an 

appropriate communication format, (3) tailoring of key messages, and (4) stakeholder 

engagement. 

The primary audiences for the one-pagers were food bank implementers and potential 

funders. As such, materials were designed to balance analytic messaging with accessibility, 
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ensuring that findings were presented clearly while highlighting data most relevant to program 

implementation and funding justification. A one-pager format was selected to facilitate concise 

communication and usability in grant applications, donor outreach, and program reporting. 

Language and visual design were tailored to reflect a professional tone appropriate for 

organizational and philanthropic audiences, while maintaining participant-centered framing. Data 

was presented using clear, active language that emphasized the lived experiences and health 

needs of participants. Visual elements such as bar charts and summary statistics were included to 

maximize interpretability for non-technical audiences. The development process highlighted the 

importance of cross-sector collaboration in public health communication. Draft materials were 

reviewed with healthcare partners, food bank implementers, grant administrators, and funder 

representatives to ensure accuracy and alignment with stakeholder priorities. At times, 

competing interests occurred, such as between emphasizing clinical terminology and maintaining 

accessibility, or emphasizing need and highlighting program success. Navigating these 

complications required consensus-building across stakeholders and iterative revision. Overall, 

the one-pager development process provided insights into the complexities of translating 

evaluation findings into meaningful, public-facing materials. Examples of finalized baseline one-

pagers are included in the appendices. 

Project Planning and Implementation 

 Project planning was initiated through the development of a structured process map (see 

Appendix 3), which outlined the timeline, phases, and deliverables associated with the project. 

The process map identified five sequential phases of the project, four of which culminated in 

defined outputs. Tasks were categorized by the responsible individual or entity. This systems 

thinking tool served as a framework for coordinating data analysis, deliverable development, and 
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stakeholder engagement. Implementation resulted in the successful completion and 

dissemination of twenty tailored one-pagers. Feedback from food bank grantees and 

representatives from FANO indicated that the materials were perceived as useful for internal 

communication, partner engagement, and fundraising efforts. The adaptability of the one-pager 

format and flexibility during the revision process were noted as strengths. The positive reception 

of these materials informed subsequent program reporting for FAM3, including the incorporation 

of one-pager case studies into the grant’s culminating report to illustrate changes in participant 

outcomes between baseline and follow-up periods. Retrospective review identified areas for 

improvement in planning and implementation. First, additional time allocated for stakeholder 

review would have strengthened the revision process. The number of individuals requiring 

approval, such as marketing and communications professionals, organizational leadership, and 

funder representatives, exceeded initial projections which extended the feedback timeline. 

Second, expanded opportunities for structured stakeholder engagement may have facilitated 

earlier alignment across stakeholders and reduced the need for late revisions. Finally, greater 

detail within the process map may have improved visibility of level of effort and enhanced 

reproducibility for future similar projects. 
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Chapter 4: Discussion 

 The planning and development of tailored baseline one-pagers for the FAM3 program 

revealed important insights into several key dimensions of public health practice, including 

program evaluation, health communication, and cross-sector collaboration. The activities 

associated with this APE supported the development of technical and interpersonal skills central 

to public health practice. Analytical tasks such as conducting descriptive statistical analyses in R 

and Stata strengthened quantitative evaluation skills, while the interpretation and translation of 

findings into accessible communication materials reinforced the importance of effective 

communication. Additionally, the collaborative development of stakeholder-facing deliverables 

highlighted the role of reciprocity and data transparency in program evaluation partnerships, 

particularly when working with community-based organizations responsible for implementation. 

Interpretation of Survey Findings 

 The baseline survey findings provided further insight into the population served by 

FAM3. Consistent with the literature on food insecurity and chronic disease, the majority of 

participants reported both food insecurity and at least one chronic health condition. These 

findings align with previous research demonstrating the strong relationship between inadequate 

access to nutritious food and diet-related chronic disease, particularly among marginalized 

communities. The demographic composition of the participants further reflects broader patterns 

of health inequities in the U.S., where systemically excluded communities experience 

disproportionate burdens of food insecurity and chronic illness. 

One notable finding was the relatively low reported participation in SNAP and WIC, 

despite the high prevalence of food insecurity. This observation aligns with existing literature 

documenting the gap between eligibility and enrollment in public assistance programs (Lanese et 
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al., 2018). Administrative burden, documentation requirements, and perceived stigma associated 

with government assistance programs have been identified as barriers to enrollment, particularly 

among populations with low socioeconomic status or immigration-related concerns. 

Additionally, program eligibility requirements and work mandates may limit access for 

individuals managing chronic illness or caregiving responsibilities. The discrepancy between 

high food insecurity and lower program participation suggests that gaps in program outreach, 

accessibility, or administrative processes may contribute to unmet need within certain 

populations.  

Healthcare utilization patterns observed in the survey data further illustrate the 

intersection of food insecurity, chronic disease, and healthcare costs. A substantial proportion of 

respondents reported recent emergency department visits and overnight hospitalizations, while 

many also indicated delaying or forgoing medical care due to cost barriers. These findings are 

consistent with previous research linking food insecurity with increased healthcare utilization 

and poor health outcomes. Individuals experiencing food insecurity may delay preventive or 

routine care due to competing financial priorities, resulting in greater reliance on emergency 

services when their symptoms worsen. These patterns reinforce the importance of upstream 

interventions such as FIM that address social determinants of health. 

Dietary intake patterns reported by participants provide additional context for 

understanding these health outcomes. The overwhelming majority of participants reported 

consuming fruits and vegetables infrequently, falling well below the intake levels recommended 

by national guidelines. These findings are consistent with the literature base demonstrating that 

individuals experiencing food insecurity often face structural barriers to obtaining produce, 

including cost, transportation challenges, and limited availability. Qualitative findings from the 
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semi-structured interviews conducted as part of the broader evaluation provided additional 

context, with participants frequently citing financial constraints, limited knowledge of food 

preparation, and taste preferences as barriers to fruit and vegetable consumption.  

Taken together, the baseline findings highlight the lived experiences of individuals 

managing both poverty and chronic illnesses. Participants often described navigating competing 

priorities related to food, healthcare, and other basic needs. These circumstances create a cycle in 

which limited access to nutritious food contributes to worsening health conditions, which in turn 

limit employment opportunities and financial stability. Within this context, FIM interventions 

represent a promising approach to addressing both dietary risk factors and broader social 

determinants of health. 

Lessons from Project Planning and Implementation 

The planning and implementation of this project revealed important lessons regarding 

cross-sector collaboration and project management within public health initiatives. FIM 

programs inherently require coordination between healthcare providers, community-based 

organizations, philanthropic partners, and researchers. Aligning the priorities of these 

stakeholders requires careful communication and flexibility, particularly when developing 

materials that must satisfy diverse audiences. 

 The process map developed during project planning proved valuable for organizing tasks 

and identifying key phases of implementation. However, retrospective review suggests that 

additional time for stakeholder review and greater detail in planning documentation would have 

strengthened the implementation process. As the project progressed, the number of stakeholders 

involved expanded, which increased the time required for feedback and revision. These 
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experiences underscore the importance of incorporating sufficient time for stakeholder  

engagement and iterative review when planning multi-stakeholder projects. 

The development of the site-specific one-pagers demonstrated the value of translating 

evaluation findings into accessible materials that can support program sustainability. This 

collaborative process highlighted the important role food banks play in FIM programming to 

serve populations with complex health and social needs while operating with limited resources. 

Providing tailored summaries of participant data allowed food banks to better understand the 

populations they serve, while also offering a tool that can be used in fundraising, partner 

engagement, and program reporting. Additionally, the development process provided practical 

insight into the role of marketing and health communication in public health initiatives. 

Producing materials for external audiences required careful attention to branding, visual 

consistency, and organizational identity across partners. Because the deliverables represented a 

collaborative partnership between each food bank, Feeding America, and Elevance Health, it was 

necessary to ensure that visual and written elements aligned with branding guidelines and 

communication priorities of each organization. This included maintaining consistency in logos, 

color palettes, and messaging while also preserving clarity and accessibility. This process 

underscored how health communication must balance scientific accuracy with visual cohesion 

and branding, particularly when materials are developed through grant funding. This project 

illuminated how evaluation activities can extend beyond traditional academia to support 

organizational capacity and sustainability by translating findings into accessible communication 

materials that enable broader dissemination and practical application. 
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Limitations 

 Several limitations should be considered when interpreting these findings. First, the 

baseline survey data relied one self-reported responses, which may introduce biases to the results 

based on recall. Second, the survey analysis was primarily descriptive in nature and therefore 

cannot establish causal relationships between food insecurity, dietary habits, and health 

outcomes. Third, while the survey sample included over 3,000 participants across the country, 

the findings may not be generalizable to all groups experiencing food insecurity or participating 

in FIM interventions. Fourth, as the standardized FAM3 survey was not administered across all 

program sites, not every food bank collected baseline data and therefore did not receive a tailored 

one-pager. Additionally, the scope of the APE activities focused primarily on baseline data 

analysis and knowledge translation rather than longitudinal outcome evaluation. Future analyses 

examining follow-up survey data are being conducted in early 2026 as part of the broader 

evaluation to assess the impact of the FAM3 program on dietary behaviors, food security, and 

health outcomes over time. 

Implications for Public Health Practice and Future Directions 

 Findings from this APE highlighted the importance of reciprocal partnerships between 

evaluators and community-based organizations involved in FIM programming. As discussed in 

the literature review, community-based organizations such as food banks play a key role in 

implementing FIM services by providing food distribution infrastructure, coordinating referrals, 

and supporting participant engagement and wraparound services. However, researchers have also 

noted that the expansion of healthcare-integrated food interventions can place substantial 

operation and administrative burdens on these organizations. In many cases, community-based 
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organizations are responsible for data collection, participant recruitment, and program 

implementation while operating with limited financial and staffing resources. 

 The development of tailored baseline one-pagers represents one approach to addressing 

this imbalance by returning analytic value to food bank partners. By translating survey findings 

into accessible, site-specific summaries, the evaluation process provided food banks with 

concrete materials that can support partner engagement and fundraising efforts. Practices such as 

data transparency and the co-development of evaluation outputs can help ensure that community 

partners benefit directly from the data they help generate. From an evaluator perspective, these 

reciprocal practices are essential for building trust, strengthening partnerships, and promoting 

equitable evaluation practices. At the program planning and funding levels, greater attention 

should be given to supporting the capacity of community-based organizations involved in FIM 

initiatives. Future programs could incorporate dedicated resources for evaluation participation, 

such as funding for staff time, training in data collection, and tools that enable organizations to 

track their own program data. At a broader level, incorporating reciprocal practices into 

evaluation design may strengthen the sustainability of FIM programs by reinforcing the role of 

community-based organizations as essential partners rather than solely as implementation sites. 

As FIM continues to expand nationwide, evaluators, funders, and implementers should consider 

how evaluation activities can both generate evidence and support the operational needs of 

community-based organizations responsible for program delivery. 
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Appendix 

Appendix 1 - Synthesis and/or Integration of Competencies 

Table A.1 Synthesis and Integration of Competencies 

Competency Description of Synthesis and Integration 

 

PHN emphasis.  

2. Compare and relate research into 

practice 

The purpose of this APE project was to 

translate FIM research and evaluation 

findings into a practical tool for program 

implementers. Baseline survey data on food 

insecurity, chronic disease, dietary 

behaviors, and other social determinants of 

health were analyzed and interpreted in the 

context of the existing literature base on 

diet-related chronic disease and FIM. These 

findings were then translated into site-

specific baseline one-pagers designed to 

support program communication and 

fundraising efforts for food banks. 

 

21. Integrate perspectives from other sectors 

and/or professions to promote and advance 

population health 

This project was highly collaborative, 

engaging cross-sector partners involved in 

the broader FAM3 evaluation such as 

nonprofit food bank implementers, research 

scientists, and grant administrators. 

Developing the one-pagers required 

balancing the needs of each stakeholder 

while ensuring scientific accuracy and 

aligning with organizational branding and 

communication priorities.  

 
 

 

Systems thinking was applied through the 

development of a process map used to plan 

and visually organize the phases of this 
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22. Apply a systems thinking tool to visually 

represent a public health issue in a format 

other than a standard narrative 

 

 

 

 

 

project. The process map displayed the 

relationships between tasks and 

stakeholders, which helped clarify 

responsibilities and timelines across 

organizations involved in the evaluation. 

This tool was referred to consistently 

throughout the course of the project and 

facilitated coordination among multiple 

stakeholders. 

 

PHN emphasis. Compare and relate research into practice 

This competency was integrated throughout the APE by linking scientific research on 

FIM interventions with real-world program implementation. The literature review examined 

evidence linking food insecurity, dietary behaviors, and chronic disease, as well as the growing 

role of FIM programs in the healthcare setting. During the APE, these research findings informed 

the analysis of baseline survey data from over 3,000 FAM3 participants. Descriptive statistical 

analyses were conducted to characterize the participant population, detailing aspects such as 

demographics, chronic disease prevalence, food insecurity, healthcare utilization, dietary habits, 

and quality of life indicators. Prior to analysis, substantial data cleaning was required to 

standardize variables across food banks sites. Inconsistent variable naming conventions and site-

specific survey questions made the dataset less uniform, requiring additional steps before 

analysis could begin. Missing data also presented challenges, particularly for surveys 

administered on paper as some participants skipped questions. Addressing these issues was a 

vital step to ensure the reliability of analysis results. Findings from this analysis were then 

translated into program summaries for food bank grantees, clarifying complex quantitative 

findings into accessible communication tools for program planning and donor development. In 
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doing so, this project demonstrated how public health research and evaluation can be applied to 

practice to support program implementation. 

Integrate perspectives from other sectors and/or professions to promote and advance 

population health 

FIM initiatives operate at the intersection of healthcare, public health, the charitable food 

system, the nonprofit space, and philanthropy. Therefore, this APE required integrating 

perspectives from multiple professional sectors to ensure that evaluation findings were useful to 

a diverse group of stakeholders. The development of the one-pagers involved collaboration with 

an array of professionals from different fields, and each stakeholder group brought different 

priorities and expertise. For example, researchers emphasized analytic value and accuracy, food 

banks focused on how the materials could support program communication and fundraising, and 

funders were interested in demonstrating reach and need for program justification. Developing 

the finalized one-pagers meant balancing these perspectives while maintaining clarity and 

cohesion in the final deliverables. Overall, this experience highlighted the importance of cross-

sector collaboration in advancing public health nutrition initiatives. 

Apply a systems thinking tool to visually represent a public health issue in a format other 

than a standard narrative 

Systems thinking was central to the planning and implementation of this project. Process 

mapping was used to guide baseline one-pager development. The process map detailed key 

phases of the process, including data analysis, result interpretation, development of 

communication materials, external stakeholder review, and final dissemination. By mapping the 

relationships between activities, stakeholders, and outputs, the process map clarified the 

sequence of tasks required to complete the project and underscored the connection between 

analytic and interpersonal skills. During implementation, however, the stakeholder review phase 



44 
 

proved more complicated than originally anticipated. The initial plan involved review and 

approval by a single food bank representative, but in practice the materials were circulated to 

additional stakeholders such as communications and marketing teams, organizational leadership, 

and funder representatives. While this expanded review improved organizational branding and 

messaging, it significantly extended the timeline for feedback and revision. This highlighted the 

importance of building flexibility into project timelines and reinforced the value of emphasizing 

community partners’ autonomy. This systems-based approach supported project management 

and provided a visual representation of how data analysis, health communication, and 

stakeholder engagement comprise a broader framework for FIM evaluation. 
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Appendix 2 – Demonstration of Competency Attainment 

Table A.2 Attainment of Competencies 

Practice-based products that demonstrate competency attainment 

Specific products  Competency  

Tailored Baseline One-Pagers 18. Select communication strategies for different audiences 

and sectors   

Tailored Baseline One-Pagers 19. Communicate audience-appropriate public health 

content, both in writing and through oral presentation to a 

nonacademic, non-peer audience with attention to factors 

such as literacy and health literacy 

Survey Analysis Output 3. Analyze quantitative and qualitative data using 

biostatistics, informatics, computer-based programming and 

software, as appropriate 

Survey Analysis Output, 

Tailored Baseline One-Pagers 

PHN Emphasis 2. Compare and relate research into practice 

Survey Analysis Output PHN Emphasis 4. Analysis of human nutrition principles 

 

Select communication strategies for different audiences and sectors 

The baseline one-pagers demonstrate the application and selection of various 

communication strategies for diverse audiences involved in FIM programming. While the data 

analysis was conducted for evaluation purposes, the one-pagers needed to be accessible and easy 

to understand for those not formally trained in public health research methods. Therefore, 

language was kept simple to facilitate comprehension regardless of literacy levels. The one-page 

format was selected for a concise and visually engaging summary of findings. Visual elements 

such as charts and photos were used to support interpretation of data and the personalization of 

each deliverable. One challenge encountered in selecting appropriate communication strategies 

involved presenting program metrics that could appear contradictory when interpreted together at 
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face value. For example, several food banks reported high numbers of food insecurity screenings 

conducted through their healthcare partners, yet the number of patients ultimately referred to and 

receiving food from the program was much lower. This variation in reach reflected differences in 

operational capacity rather than program effectiveness. When presented without context, these 

metrics could inadvertently suggest low program impact. Addressing this challenge required 

careful framing of data and thoughtful selection of indicators to ensure that both program reach 

and participant need were accurately represented. 

Communicate audience-appropriate public health content, both in writing and through 

oral presentation to a nonacademic, non-peer audience with attention to factors such as 

literacy and health literacy 

The one-pagers also demonstrate the ability to communicate complex research findings in 

a format appropriate for non-academic audiences. Statistical findings were conveyed using clear 

narrative summaries and visual representations. Language choices emphasized clarity and 

readability while maintaining scientific accuracy in communicating health-related information. 

These materials were designed to support food banks in demonstrating community need and 

program impact to various stakeholders, such as organizational leadership, donors, and 

healthcare partners. 

Analyze quantitative and qualitative data using biostatistics, informatics, computer-based 

programming and software, as appropriate 

The baseline survey analysis outputs demonstrate competency in analyzing quantitative 

data using statistical and data management tools. Survey responses from over 3,000 participants 

were compiled, cleaned, and organized into an Excel spreadsheet. Descriptive analyses were 

conducted in R and Stata to summarize data such as demographics, chronic disease prevalence, 
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healthcare utilization, food insecurity rates, dietary behaviors, and quality of life measures. These 

analyses resulted in the statistical outputs that were the foundation for the interpretation and 

communication of findings. 

PHN Emphasis. Compare and relate research into practice 

Both the analysis outputs and one-pagers demonstrate the ability to convey complex 

research findings into practical public health applications. Existing literature on food insecurity, 

diet-related chronic disease, and FIM informed the interpretation of survey results. These results 

were then translated into program materials that will be used by food banks to communicate 

program justification and community characteristics. This process shows how public health 

research and evaluation can ultimately inform program planning, communication, and resource 

development. 

PHN Emphasis. Analysis of human nutrition principles 

The baseline survey analysis required applying principles of nutrition epidemiology to 

interpret dietary patterns and health outcomes within the participant population. Measures such 

as fruit and vegetable consumption, chronic disease prevalence, and food insecurity status were 

examined to understand nutritional risk factors that impact program participants. Interpretation of 

these indicators required knowledge of nutritional guidelines and the relationship between diet 

quality, food access, and chronic disease risk at a population level. 
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Appendix 3 – Systems Thinking Tool: Process Map 
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Appendix 4 – Finalized Baseline One-Pagers 
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